
Addressing Intimate Partner Violence to Improve Women’s 
Preconception Health

Isabel A. Morgan, MSPH1,2, Cheryl L. Robbins, PhD1, Kathleen C. Basile, PhD3

1Division of Reproductive Health, Centers for Disease Control and Prevention, Atlanta, GA

2Oak Ridge Institute for Science and Education (ORISE), Oak Ridge, TN

3Division of Violence Prevention, Centers for Disease Control and Prevention, Atlanta, GA

Abstract

Exposure to violence can harm women’s overall health and well-being. Data suggest that one in 

three women in the United States will experience some form of violence by an intimate partner 

in their lifetime. In this commentary, we describe the implications of intimate partner violence 

(IPV) on women’s health, specifically for women of reproductive age. We use a life-course 

perspective to describe the compounded impact of IPV on preconception health. Preconception 

health generally refers to the overall health and well-being of women (and men) prior to 

pregnancy. This report also discusses primary prevention of IPV and health care recommendations, 

and highlights surveillance systems that capture IPV indicators among women of reproductive age. 

Ongoing collection of state-level surveillance data may inform the implementation of intervention 

programs tailored to reproductive aged women at risk for IPV.

Introduction

Preconception health generally refers to the overall health and well-being of women (and 

men) prior to pregnancy.1,2 Although interest in intimate partner violence (IPV) as a 

preconception health issue is evidenced in the literature,3–5 a recent effort to identify a 

set of core preconception health indicators6 does not include a focus on IPV and other topics 

previously included in the longer list of core preconception health indicators.7 In 2011, 

45 core state preconception health indicators were published to promote state monitoring 

of preconception health of women.7 The scope of those preconception health indicators 

was broad and included measures of general health status and life satisfaction, social 

determinants of health, reproductive health, tobacco, alcohol, and substance use, nutrition, 

physical activity, mental health, emotional and social support, chronic conditions, and 

infections. Two of the 45 indicators focused on physical and psychological abuse. In 2016, 

the National Preconception Health and Health Care Initiative’s Surveillance and Research 

Work Group responded to the need for more focused measurement of preconception 

health by using a systematic selection process that included stakeholder input to identify 
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10 core preconception health national and state surveillance indicators.6 These indicators 

include depression, diabetes, heavy alcohol use, hypertension, normal weight, recommended 

physical activity, current cigarette smoking, multivitamin use, recent unwanted pregnancy, 

and most or moderately effective postpartum contraceptive use.

As the authors acknowledged, it is not possible that any condensed set of indicators can 

encompass all states’ priorities related to preconception health; thus, they encouraged state 

health departments to continue measuring and monitoring local priority preconception health 

indicators, in addition to the condensed set of 10 indicators.6 Before publication of the 

10 indicators, the Association of Maternal and Child Health Programs convened state-level 

maternal and child health (MCH) stakeholders at the 2016 CityMatCH Leadership and 

MCH Epidemiology Conference to present the proposed condensed set of preconception 

health indicators. Meeting participants were encouraged to provide their feedback on 

the 10 selected indicators. MCH stakeholders noted that IPV is an important women’s 

health issue that may impact preconception health, yet the condensed set of preconception 

health indicators did not include exposure to IPV. Following the conference, the PCHHC 

Initiative’s Surveillance and Research workgroup re-convened to consider all stakeholder 

feedback along with weighted scores, stakeholder and subject matter feedback, and the face 

validity of the collective set of core indicators.6 Deliberations concluded with re-affirmation 

of the 10 core indicators without the addition of the IPV indicator.

While IPV was not selected as one of the 10 core indicators, it is an important public 

health issue that adversely impacts women’s preconception health. Reducing violence by a 

current or former intimate partner (including physical and sexual violence, psychological 

abuse, and stalking) is a Healthy People 2020 developmental objective.8 However, its links 

to preconception health have not been adequately established in practice; a content analysis 

of websites with preconception health information found that very few sites included content 

on violence prevention.9

State-level MCH stakeholders’ interest in the importance of IPV for preconception health, 

coupled with the lack of resources for violence prevention, warrants discussion. The 

purposes of this commentary are to 1) describe IPV, preconception health, and how 

the life course perspective may be used to explain the compounded effects of violence 

on preconception health and pregnancy outcomes, 2) discuss primary prevention of IPV 

and health care recommendations, and 3) highlight surveillance systems that capture IPV 

indicators among women of reproductive age.

IPV, preconception health, and life course

IPV, which comprises physical violence, sexual violence, and stalking or psychological 

aggression (including coercive acts) by a current or former intimate partner, is a substantial 

public health problem.10 It is estimated that 1 in 3 women (36.4%) in the United States have 

experienced contact sexual violence (i.e., includes rape, being made to penetrate someone 

else, sexual coercion, and/or unwanted sexual contact; excludes non-contact unwanted 

sexual experience [e.g., flashing]), physical violence, and/or stalking victimization by an 

intimate partner.11 Research also suggests IPV often happens early in life. A recent report 
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found that one in four female victims (25.8% or an estimated 11.3 million victims) of 

contact sexual violence, physical violence, and/or stalking by an intimate partner first 

experienced these or other forms of violence by that partner before their 18th birthday.11

IPV has significant negative impacts on women’s reproductive health. Sexual and 

reproductive coercion – forms of IPV – may interfere with a woman’s decision to 

conceive or to avoid pregnancy, and increase her risk for sexually transmitted infections 

(STIs).12–15 The Centers for Disease Control and Prevention (CDC) defines sexual and 

reproductive coercion as controlling or attempting to control a partner’s reproductive health 

or decision making, including increasing the risk for sexually transmitted disease and 

other adverse sexual health consequences.10 In the United States, approximately 4.8% of 

women reported an intimate partner tried to get them pregnant when they did not want to 

become pregnant, and 6.7% of women reported an intimate partner refused to use condoms 

(a partner dependent contraceptive method).16 In a systematic review of the effects of 

IPV on women’s reproductive health, Maxwell and colleagues found that experience of 

IPV was associated with a significant decrease in use of condoms.17 Interference with 

correct and consistent use of condoms or hormonal contraceptives can increase the risk for 

unintended pregnancies.12,18 In a sample of 3,539 women attending family planning clinics 

in Pennsylvania, Miller and colleagues found that participants who experienced reproductive 

coercion in the past three months had increased odds of reporting a past-year unintended 

pregnancy.18 Further, high-school aged girls reporting reproductive coercion were almost 

three times as likely as those who did not experience coercion to have chlamydia.14 This 

suggests the importance of addressing sexual and reproductive coercion as distinct forms of 

IPV that can serve as indicators of risk for unintended pregnancies and STIs.

Women who experience IPV during pregnancy have increased risk of postpartum 

depression and suicide ideation,19 and of delivering an infant who is preterm and/or 

low birthweight.20,21 In an analysis of Pregnancy Risk Assessment Monitoring System 

(PRAMS) data, Pooler and colleagues identified experience of IPV as one of the most 

important predictors of postpartum depression.22 Moreover, experiencing IPV during 

pregnancy increases risk of mortality for mom or baby.23–26 One retrospective analysis of 

linked maternal discharge and birth/death certificate data found that women who delivered 

their baby during the hospitalization after assault had a significant increased risk of 

experiencing a neonatal or infant death.23 Understanding and addressing the impact of IPV 

on women’s health is critical to reducing the incidence of adverse maternal and infant health 

outcomes.

Manifestations of IPV also present in infants and children living in homes where there 

is violence.27,28 Witnessing IPV is an Adverse Childhood Experience (ACEs),29 which 

has implications for a host of adverse health outcomes, including an increased risk of 

perpetrating or tolerating IPV.30 A longitudinal analysis examining frequency of IPV 

(defined based on composite Conflict Tactics Scale-2 scores) and infant development found 

that infants and toddlers born to women exposed to moderate levels of IPV had five 

times increased odds of language and neurological delays compared to children born to 

mothers with low levels of violence.31 Mother-child bonding and emotional regulation 

can be disrupted when women are victimized by an intimate partner.32 Pregnant women 
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experiencing IPV expressed concerns about the impact of the violence on their pregnancy.33 

Witnessing one’s child experience abuse, developmental delays or less than optimal health 

can serve as an additional stressor for women experiencing IPV.34

Preconception care largely focuses on identifying and addressing women’s health risk 

behaviors (e.g., smoking) and medical risks related to chronic diseases (e.g., diabetes, 

hypertension) that may impact pregnancy and birth outcomes.1 We posit that IPV is an 

important but under-emphasized preconception risk factor that impacts maternal and child 

health outcomes and should be addressed before pregnancy.

Prevention of IPV requires an understanding of the circumstances that pose increased 

risk of IPV victimization. Factors associated with IPV include a history of stressful life 

events and victimization, such as past IPV and childhood maltreatment.35 There is extensive 

literature on ACEs, childhood exposure to violence and victimization, and later experiences 

of sexual violence and IPV.36–40 A life course framework is useful for understanding 

how exposure to violence over the life course manifests in women’s overall health and 

well-being, particularly around the time of conception and pregnancy. Implicit in shifting 

the focus of modifying health behaviors and managing existing health conditions prior to 

conception to optimize pregnancy and birth outcomes is the notion of “critical periods”. The 

life course perspective offers a theoretical framework that illuminates the implications of 

exposure to violence throughout a woman’s life, including early life exposures in childhood. 

It is important that IPV prevention and intervention programs recognize the cumulative and 

perhaps latent effects and burden of stressful life events.41 In the context of preconception 

health, risk factors for IPV often overlap with the risk factors for suboptimal pre-pregnancy 

health status (e.g., depression and uncontrolled diabetes)42–44 and risky behaviors (e.g., 

cigarette smoking and heavy alcohol use).45,46 Addressing the impacts of stressful life 

events along the life course has potential to improve women’s health overall and reduce the 

risk of IPV.

Primary prevention of IPV and health care recommendations related to IPV 

screening

Preventing ACEs and dating violence in adolescence may reduce the risk of IPV 

victimization in adulthood. A technical package of strategies based on the best available 

evidence for preventing IPV at different socioecological levels, published in 2017,47 

includes a focus on this early period. One particular strategy focuses on disrupting 

the developmental pathways toward partner violence by preventing risks in childhood 

including exposure to chronic stress and adverse experiences such as witnessing familial 

or community violence, experiencing childhood abuse and neglect, or parental substance 

abuse.47 Approaches for disrupting these negative pathways include early childhood home 

visitation, preschool enrichment and family engagement programs, parent skill and family 

relationship programs, and treatment for at-risk youth and their families, all of which have 

been shown to reduce risk factors for IPV. For example, while the findings are mixed on 

the effectiveness of home visitation, one example program is the Nurse Family Partnership 
which has been evaluated in several randomized controlled trials (RCTs) and shown to be 
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effective in reducing risk factors for IPV, including a 46% relative reduction in child abuse 

and neglect, a key risk factor for IPV.48

In adolescence, teaching safe and healthy relationship skills is another strategy that may 

prevent IPV, as it focuses on social emotional learning and healthy relationship approaches 

to improve areas such as communication and conflict resolution skills and emotional 

regulation.47 One example of an effective social emotional learning program is Safe Dates, a 

school-based program that promotes healthy relationships and the prevention of teen dating 

violence. An RCT found that it reduced both perpetration and victimization of physical 

and sexual dating violence, with results sustained after four years. Youth exposed to Safe 
Dates reported from 56% and 92% less dating violence victimization and perpetration, 

respectively, at the four-year follow-up compared to controls.49

In addition to prevention strategies focused on children and youth, screening for IPV in 

health care settings is an approach for identifying women at risk of violence and in need of 

referrals to IPV support services.50 Professional statements issued by the American College 

of Obstetricians and Gynecologists51, American Academy of Family Physicians52,53, and 

Association of Women’s Health, Obstetric and Neonatal Nurses54 describe the vital role that 

health care providers can assume in identifying patients experiencing IPV and referring them 

to appropriate social services. Further, the U.S. Preventive Services Task Force recommends 

screening to all women of reproductive age for IPV, regardless of the absence of signs 

or symptoms of abuse.55 Data suggest that missed opportunities to screen women for 

IPV in clinical encounters persist across health care settings.56,57 A systematic review 

on the evidence of screening in health care settings showed that screening women for 

IPV increased clinical identification of patients experiencing IPV, but this review did not 

find evidence that it increased referrals to IPV support services.58 This suggests that it is 

important to make services available to victims and be sure that health care providers are 

aware of these services so they can assist patients in accessing them. Examples of how 

health care providers could assist patients in accessing services could include provision 

of onsite services and calling the service to directly connect the patient with a service 

provider. Clinicians who provide family planning services are in a unique position to 

identify and provide clinical care to women who experience IPV given that a reproductive/

family planning visit is the main source of primary health care for many women in this age 

group.59

When resources are available, state health departments can collaborate with academic 

institutions and maternal and child health organizations to develop and implement IPV 

screening and interventions.60 For example, the Maryland Department of Health and Mental 

Hygiene collaborated with Johns Hopkins University to increase provider adoption of 

an IPV screening tool during healthcare visits. Stakeholders in violence prevention and 

women’s health may use a collective impact model framework61,62 to strategize prevention 

efforts aimed at reducing IPV, particularly among women of reproductive age.63,64 The IPV 

Prevention Council – an association of domestic violence coalitions – partners with national 

organizations and federal agencies to advance a unified domestic violence prevention 

agenda.65
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Surveillance Systems that Capture Intimate Partner Violence

Surveillance of IPV is complex and can be challenging. In the past, CDC collected state-

level data on exposure to IPV among women through an optional module of the Behavioral 

Risk Factors Surveillance System (BRFSS), but this module was only used by a handful 

of states and funding for this module was only available during 2005–2007. The National 

Violent Death Reporting System, the National Survey of Family Growth, and PRAMS 

provide national or state level data on IPV, but not all states collect IPV data inclusive 

of physical, emotional, sexual and psychological abuse. Also for PRAMS, these data are 

restricted to women with a recent live birth. Additionally, those surveillance systems are not 

dedicated IPV surveillance systems and therefore do not contain data on the various forms of 

violence that constitute IPV.

The most comprehensive source of IPV victimization data comes from the National Intimate 

Partner and Sexual Violence Survey (NISVS) – an ongoing surveillance system which is 

focused exclusively on violence and describes and monitors sexual violence and stalking 

by any perpetrator, and all forms of IPV, including physical aggression, psychological 

aggression, sexual violence, control of reproductive or sexual health, and stalking at the 

national and state levels. NISVS was launched in 2010 and the first report included 

limited state level data.66 More recently, the CDC Division of Violence Prevention released 

a NISVS State Report, which pooled data across three years (2010–2012) to generate 

comprehensive national and state-level estimates.67 State IPV data from NISVS could serve 

as a very useful tool moving forward for states that are focusing on IPV as part of their 

preconception health work. Ongoing state-level surveillance data are critical to document the 

prevalence of exposure to violence and to inform prevention programs to address IPV.

Conclusions

Given the adverse impact of IPV on women’s health across the life course, state health 

departments and maternal and child health researchers may consider monitoring the 

prevalence of IPV as a preconception health indicator by using available IPV surveillance 

systems at state levels, and identifying and implementing strategies to prevent IPV exposure 

among women of reproductive age.
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